Section of General Practice
President N C Mond FRCGP Meeting 15 January 1975 Coronary Care: Home or Hospital Dr John Woodall (Orpington) said that each year 170 000 deaths resulted from 340 000 cases of acute myocardial infarction, an average of one per month for every general practitioner. In his own practice he had initially admitted all patients but was now examining more carefully his criteria for admission. He also referred to the experience of the National Morbidity Survey (Office of Population Censuses and Surveys, 1974, Morbidity Statistics from General Practice: Second National Study, 1970-71. HMSO, London) and the reluctance of general practitioners to examine their own methods of care.
He reported on some of his preliminary investigations into the practice of his colleagues with regard to admission to hospital coronary care units and asked the meeting to complete a questionnaire to assist in further investigations.
Dr D A Chamberlain (Brighton) believed that coronary care units were needed, but if they were to be effective they should be of high standard. Some patients would be admitted for social and some for medical reasons. He emphasized that it was during the first hour that patients were most likely to die (Smyllie, Taylor & Cunningham-Greene, 1972, British Medical Journal i, 31-34) .
Within the first four hours they might develop ventricular fibrillation, and after 4-5 hours, in the absence of any irregularity, they were candidates for home care. If patients were to have hospital care, he considered coronary ambulances to be a good idea. He questioned their costeffectiveness, but pointed out that this could be considerably reduced if highly trained ambulance men were used and not doctors. His own experience of this type of ambulance staff was good.
Dr H G Mather (Bristol) listed four principles of care: (1) Look at new treatment scientifically.
(2) Beware of authoritarianism. (3) Beware of excessive enthusiasm. (4) Be aware of costeffectiveness. He agreed that specially equipped ambulances with ambulance personnel were useful. He had found no significant difference in mortality in random allocation between home and hospital care (Mather et al., 1971, British Medical Journal iii, 334-338) . Patients' fear of hospitals and a desire to stay with their relatives and to be cared for by their own family doctor offset the advantages of hospital care. He emphasized the need for more research into the etiology of atheroma, educating the public to give up smoking and the early diagnosis of patients likely to die suddenly.
Dr R A Sleet (Southampton) reminded the meeting that the true incidence of myocardial infarction was not known (his figure was 11 per 1000), that a proportion of cases would die suddenly, and that a proportion with acute symptoms, particularly arrhythmias, would benefit by special ambulances. He had his own electrocardiogram and took an ECG early if he was going to admit the patient. He believed that if a machine was not available the patient should be admitted if there were any arrhythmias or extrasystoles. The criteria for admission of cases to hospital had recently been clearly defined (Journal ofthe Royal College of General Practitioners, 1974, 24, 829-831) .
DISCUSSION
In response to an inquiry from the President it was apparent that the majority of the audience had an ECG machine. Some members, however, reported difficulty in reading electrocardiograms and this was generally agreed.
Both cardiologists and general practitioners considered each case required individual treat-22 ment; some patients who might not like hospitals and would take their own discharge should not be admitted. The effect of the emotions on treatment was important and the opinion of relatives as to the place of care should be considered.
With regard to treatment, bed pans were considered obsolete and the patient should rapidly proceed from bed to bedside chair, should be dressed after one week, downstairs the second week and mobile the third week, and general activities should be encouraged.
Dr Chamberlain referred to Dr Mather's study as one of the most important of recent years, but believed this was not the complete answer as many points had yet to be proved. In particular, a study was necessary which would take account of differences in home and hospital care during the first few hours after the onset of major symptoms.
Good care in the first 48 hours was considered to be of txtreme importance, and sedation with reduction of catecholamine release was required. Diagnosis and relief of pain were essential, and other treatment required was suggested as follows: supraventricular tachycardiapractolol; irregularitylignocaine; analgesiadiamorphine; atrial fibrillationdigoxin; dyspneafrusemide and morphine; bradycardiaatropine, Diamorphine should be given intravenously for prompt relief of pain and to reduce the danger of the attack. If the patient was going to be moved, an anti-emetic (cyclizine) was useful.
It was agreed that there were.different standards of care in coronary care units and the general practitioner with his knowledge of the local scene could be selective. Rehabilitation was useful to allay anxiety but there was no advantage in special exercise programmes. Meeting 16 April 1975 The General Practitioner and the Specialist Dr D G Wilson (Watford) compared the role of the general practitioner and that of the consultant. During his time both as student and houseman, there was a certain degree of envy and respect which the young entrant to medicine developed in relation to his teachers and this was carried over into everyday work. When patients were referred between a general practitioner and a consultant, because of this underlying relationship there was collusion between the doctors concerned for the benefit of the patient; equally there must be full cooperation between them. Because of his position in the hospital and the team which was there to support him, the specialist was often thought to have 'all the time in the world' to sort things out for the patient. This was not always borne out in practice. Very often the general practitioner had knowledge of what the specialist was doing at the hospital, whereas the specialist, because of his isolation, had no real knowledge of the work which the general practitioner was doing out in the community.
CHARLES HODES
Dr G S C Sowry (Edgware General Hospital) outlined the problems as he saw them in relation to a consultant at hospital, who was a consultant and not necessarily a specialist. The teacher role which he played was for the education of the general practitioner, the consultant himself and his colleagues. In hospitals certain specialist clinics were available to which the general practitioner could refer for help and guidance as to patient management. In this particular type of specialist clinic, expertise was accumulated by the consultant through the experience of meeting large numbers of one particular type of problem. Ancillary services were readily available, the treatment prescribed was cheaper (through bulk buying) and patient follow up could be better maintained. In relation to the use of Reference Consultant Clinics he emphasized the need of all doctors (including general practitioners and consultants) for support and help in determining the correct diagnosis and treatment. He stressed the need for the general practitioner in his reference letter to 'brief' the consultant as to what was required of him, e.g. diagnosis and return to the general practitioner for treatment, or diagnosis and subsequent management by the consultant. Facilities for investigation of patients were usually more available to consultants than to general practitioners, although there was now 'open access' for many investigations by general practitioners. It was extremely important for both the consultant and the general practitioner to remember that once the patient had been
